Introduction
Increasing efforts are being made to improve the psychosocial care of cancer patients, 1 including the interaction between the patient and the physician conveying the diagnosis, prognosis and treatment plan. 2 The treatment guidelines 3,4 encourage, and civil patient advocate societies demand that breast cancer patients be provided with better information relating to their disease, the necessary treatment and the prognosis, and their active participation during the decision-making process concerning the treatment. The distress-decreasing effect of an active role of the patient during the defining of the treatment strategy has been suggested. 5 Nonetheless, the conclusions of clinical studies are equivocal: some support [6] [7] [8] [9] the relevance of an enhanced involvement of the patients in surgical or oncological consultations,
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Materials and Methods
Patients attending their first oncological consultation because of early or metastatic breast cancer were enrolled in the study. Women were ineligible if they were younger than 18 years, suffered from a severe mental or other illness except for breast cancer, had a physical performance status >ECOG 2, or had previously had any other malignancy. Literacy in Hungarian was required. The study had been approved by the Institutional Review Board of the University of Szeged, and all the enrolled patients gave their written informed consent before being registered as participating in the study. One hundred and fifty patients after surgery (early breast cancer cases) and 46 metastatic breast cancer patients were recruited into the study between 01/2002 and 10/2004.
Prior to the consultation, the following steps were performed, guided by the department's mental hygienist (RD): 1. the collection of demographic data (age, partner status, work status, physical performance status, and time elapsed since the first diagnosis of breast cancer); 2. completion of the Spielberger State Anxiety Scale for the estimation of preconsultation anxiety (habitual and situational), 14 3. completion of a self-questionnaire about the patient's need for information concerning her disease, the necessary treatment, and the prognosis, using visual analog scales; 4. selection of the preferred role from a list of 5 possible alternatives in the treatment decision-making process using the tool developed by Degner and Sloan 15 ( Figure 1) ; 5. listing of questions to be discussed at the consultation by choosing from a given question prompt sheet, or adding new ones ( Figure 2 The consultations were all conducted by the same physician (ZK), who was unaware of the pre-consultation data. During the consultation, the physician, strictly adhering to the criteria of 5 typical levels of information requirements and 5 levels of decision-making involvement (Figure 3) , scored the patient's needs by continuously soliciting her preferences. Information on the disease, the need for treatment (medical therapy and/or radiotherapy), possible treatment options, the risk involved in treatment, the prognosis and the benefit of the treatment was provided in accordance with the wishes of the patient as perceived by the physician. All issues and the additional questions were addressed in an open discussion. The outcome of treatment and the prognosis were communicated individually, the extent of which varying considerably: ranging between the minimum necessary information and the numerical expression of risks and benefits, 16 as required by the patients. A second consultation was offered if the need for a decisional delay was apparent. Brochures on breast cancer, chemotherapy, radiotherapy and diet issues were offered. Finally, a shared treatment decision was made, in which the input from the side of the patient was as much as the patient felt comfortable. The length of the consultations was registered. One week after the last consultation, 97 of the early and 35 of the metastatic breast cancer patients were invited for a second assessment of anxiety by the Spielberger test.
The distributions of the demographic, patient-related and disease-related data in the two groups of patients were analyzed by means of Student's t-test and Fisher exact tests. Cohen's kappa was determined to assess the degree of agreement between the estimations of the patient and the physician on the need for information and the attitude toward the treatment decision. Logistic regression was applied to investigate the relationships between the data overall. The method of logistic regression was used to make predictions when the dependent variable was dichotomous, and the independent variables were continuous and/or discrete. The baseline status and post-consultation anxiety status were compared through the Spielberger scores with paired sample t-test. The association between baseline anxiety and the change in anxiety following the consultation was measured via the correlation coefficient.
Results
The demographic data on the study participants are shown in Table 1 . Although a significantly greater proportion of early breast cancer patients lived with a partner and had a better physical performance status than metastatic breast cancer patients, no other difference was found between the two groups ( Table 1 ). The pre-consultation habitual or situational anxiety status did not differ between the early and the metastatic breast cancer patients ( Table  2 ). The consultations lasted for 26.3±0.8 (10-74) and 28.4±1.4 (10-50) minutes for the early and the metastatic breast cancer groups, respectively. The numbers of additional questions raised by the patients for the consultation were 10.9±0.3 (0-15) and 10.5±0.6 (0-15) in the two groups, respectively. Apart from the issues that were previewed as subjects of the consultation, questions concerning self-care, and especially diet, were the top priorities; the question of sexuality was rated lowest (Figure 1) .
In the early breast cancer group 97-98%, and in the metastatic breast cancer group 89-91% of the patients considered that their information needs were high, but the physician detected real interest much less frequently: 46-79% and 24-63% in the early and the metastatic breast cancer groups, respectively (Table 3) . In both groups, the patients were most interested in the therapy, and least interested in the prognosis (Table 3, Figure 1 ). There was a high level of discordance between the assessment of the patient and that of the physician as also demonstrated by the low value of the Cohen's κ (Table 3) . 
. Evaluation forms for the physician to document the patient's attitude (a) to the information on the disease, treatment and prognosis, respectively, and (b) to treatment decision-making
In the pre-consultation test in the early breast cancer group, 48% and 5% of the patients expressed a desire for a collaborative or an active role in the treatment decisionmaking, respectively, whereas the oncological consultation revealed that only 9% had achieved a collaborative role, and 5% an active role; the others were passive ( Table  4 ). In the metastatic group, 54% of the patients reported a preference for a passive role, 41% preferred a collaborative role, and 5% preferred an active role. In reality, 54% and 25% demonstrated a passive and a collaborative attitude, respectively, while the proportion of actively participating patients was 21% (Table 4) . Nonetheless, the patient's decision-making attitude could not be correctly judged in 23 early and 2 metastatic breast cancer cases by the physician. There was a high level of disagreement between the perceived and the actual participation of the patients in the treatment decision-making as indicated by the low Cohen's κ (Table 4) .
We investigated whether the need for information regarding the disease, the treatment and the prognosis, or the role in the treatment decision-making (as perceived by the patient or the physician) were related with each other or with the patients' characteristics, i.e. age, partner status, the level of education, the work status, the ECOG status, the time elapsed since the first diagnosis, and the pre-consultation anxiety level. First, we analyzed the data in a logistic regression model, as screening. In general, among early breast cancer patients, significantly higher need of information was found at a younger age, as assessed by both the patient and the physician; this greater interest favored significantly greater number of additional questions, too ( Table 5 ).
In the metastatic group, also, young age favored higher information need on treatment (OR=0.84, p=0.030, 95% CI: 0.72-0.98) and prognosis (OR=0.89, p=0.057, 95% CI: 0.79-1.00), as anticipated by the patient, but no such association was found with these parameters assessed by the physician. A lower interest on treatment was found by the physician when habitual anxiety was higher (OR=0.93, p=0.053, 95% CI: 0.87-1.00). Significant associations were demonstrated between the simultaneous preferences of high knowledge about the disease, the treatment and the prognosis as declared by the patient, and between the interest of information on the disease and the treatment, as experienced by the physician (p=0.015).
We further studied whether the attitude to treatment decision-making is related to the characteristics of the patient or the disease. In the early breast cancer group, the wish of manifesting a collaborative role by the patient favored a significantly younger age (p=0.009). Those patients who showed an active role during the consultation were younger, however, this trend did not reach statistical significance (p=0.061). The length of the consultation was significantly longer if the patient achieved a collaborative role (p=0.029). No such associations could be verified in the metastatic group. The role in treatment decision-making did not correlate with any of the other parameters related to the patient or the disease.
In obtained. A significant decrease of situational anxiety in both the early and the metastatic breast cancer groups was found (p=0.0001 and p=0.024, respectively) ( Table 6 ).
Then, we performed a multiple logistic regression analysis to find out whether the level of anxiety, or the decrease of anxiety one week after the consultation are in association with the information needs, attitude to treatment decisionmaking or any of the other variables of the patient. No such associations could be verified (data not shown). Nonetheless, a significant negative correlation was detected between the level of habitual anxiety and the decrease in situational anxiety after the consultation with the physician among early breast cancer patients (p=0.006, r=-0.277). In contrast, in metastatic breast cancer patients, a significant positive correlation was found between these parameters (p=0.049, r=0.336). In the early breast cancer group, the decrease in situational anxiety was significantly greater in women without a partnership than those with a partner (p=0.022). No such relationship was found among the metastatic cases.
Discussion
The information requirements of patients, and the degree they participate in treatment decision making vary in different countries according to cultural, traditional, legal and economic differences. 1, [6] [7] [8] [9] [10] [11] [12] [13] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] The patients' expectations also depend on the type of the disease, 15, 20 or the type of the malignancy. 13, 15, 19, 25 Most of the literature data on the attitude of breast cancer patients towards being informed, and participation in treatment decision come from Canada, 15, 17, 18, 26, 32 the US, 7, 10, 25, [27] [28] [29] [30] [31] 34 Australia, 6,9,21,22,33 or other Western countries, 8, 12, 13, 19, 20, 23, 24, 35, 36 while, to our best knowledge, no such data have been published on Central-European patients.
We found that the majority of our patients, irrespective of the stage of the cancer, estimated her information needs higher than valued by the physician. The women were most open to questions related to therapy, both as scored by the physician during the consultation, and as indicat-
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KAHÁN et al 6 who demonstrated that although interest in prognosis may be increased by the use of a question prompt sheet exposing prognosis, but treatment-related issues are the priority for the patients. In a Swedish study, breast cancer patients after surgery were interviewed for their information needs and preferences. 8 Patients ranked items related to prognosis (chances of cure, disease stage) the highest. This difference between their and our or others' results may be explained by the differences in study design. First, the Swedish trial gave the patients' assumptions only, and second, most of the patients were already having certain informations, as being after the first consultation. Australian patients with metastatic cancer, especially those with a relatively better prognosis, showed a high need of detailed prognostic information. 9, 33 In our study, in the metastatic groups prognosis was valued, both by the patient and the doctor, as even less important than in the early stage group. In fact, communicating prognosis to metastatic cancer patients is especially difficult, and requires considerable resources from both the patients and the doctors. 33 Most of our metastatic breast cancer patients failed to demand and accept this kind of information. We think that the fear of knowledge of prognosis represents denial on one hand, but is also related to the lower level of self-consciousness and self-determination of this patient population compared to the Australians. In patients with various cancers, Cassileth et al. found that especially those who were younger, white, better educated, and whose disease was more recently diagnosed, sought detailed informations. 25 Our data are consistent with these findings: the level of information needs both as perceived by the patient and as found by the doctor was significantly higher at younger age.
In our study, the proportion of the early breast cancer patients who voiced the preference of a collaborative/ active role in the treatment decision-making process was far greater (53%) than judged by the doctor (14%). In a similar study, 89% of the American patients preferred a collaborative/active role, and 80% manifested it. 31 In a Swedish study, 66% of the breast cancer patients preferred to leave the treatment decision to the doctor. 8 In a British study this proportion was 52%. 19 Our results were similar: the majority of both the early and the metastatic breast cancer patients played a passive role in treatment decision during the consultation. Bilodeau et al. experienced that 43% of early breast cancer patients preferred, and 57% assumed a passive role in treatment decisionmaking, and only half of the patients who anticipated a collaborative role, could manifest it during the consultation. 26 This tendency was especially true for older women. The conclusion was made that women who wanted collaborative roles in treatment decision-making, experienced difficulties in achieving it. 26 Among Chinese women, 59% wanted a shared decision-making for surgery, and 80% succeeded to participate as much as desired; older age predicted a passive role. 24 Maly et al. found that active decision-making on the type of breast surgery among women older than 55 years did not depend on age, but was promoted by special solicitation of the patients' preferences. 28 Among American women, higher education was significantly related to the patient's activity. 34 We could not verify an association between the role undertaken in treatment decision-making and any of the patient-related data other than age: those early breast cancer patients who played an active role during the consultation were younger. Interestingly, although the distribution of the 3 main attitude types in treatment decision-making preferred by our metastatic patients was similar to that in the early breast cancer patient group, during the consultation, relatively more metastatic cancer patients played an active role. This result accords with that of Bruera et al., 31 and may be due to the greater knowledge about different treatment modalities because of former experience with therapies.
With the aim of improving the quality of consultations with breast cancer patients, there has been much endeavor to alleviate information giving and perception. Thus, information tools, like a breast cancer CD-ROM, 36 a breast cancer decision board 17, 18 and a pre-consultation intervention session 29 were successfully applied. We used a question prompt sheet developed by Brown et al., 6 which helped the patients to get prepared for the consultation. We did not provide the patients with any pre-consultation written material, but offered it after the visit: some of the patients asked for brochures on breast cancer, chemotherapy, radiotherapy or diet, while others refused them.
Another way to improve patient-physician communication is to educate physicians to conform to the patients' needs, and to learn effective and sensitive communication skills. It has proved useful to specially train clinicians for adjusting to different patient attitudes. In older patients, a better patientphysician communication associated with greater satisfaction with care was more often initiated by surgical oncologists and breast-specialists than by other surgeons. 30 We believe that psychooncological care, during all over the treatment process, is also of higher level in specialized breast units. 37 Among British breast cancer patients, those who were offered a choice of surgical treatment, showed less depression than those who were not. 5 In a pilot study in France, the majority of breast cancer patients participating in the treatment choice (surgery and chemotherapy) generated anxiety, which has been attributed to the unusualness of such practice in France. 23 The patient's perception regarding choice of adjuvant therapy in breast cancer in general does not seem to have an impact on long-term quality of life (QOL) or satisfaction. 12 On the other hand, those patients who had a choice but were not treated with chemotherapy, had a lower QOL. It was concluded that in cases when the treatment decision has potential consequences for the chance of survival, choice may impair QOL. 12 In breast, head and neck cancer and Hodgkin's' disease patients, greater information needs related to higher level of anxiety, depression and psychological complaints. 13 In a retrospective analysis, patients receiving less detailed information had significantly higher satisfaction with the consultation. 32 The conclusion was drawn that more emphasis should be placed on soliciting patient preferences for information and decision-making involvement, and tailoring both to the needs of the individual patient. 32 In a clinical study involving 366 cancer cases, patient satisfaction was primarily related to the perception of the patient's addressed needs by the physician.
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The main outcome of our study is the demonstration of a significant decrease in anxiety as a consequence of a consultation tailored to the needs of the patient. In other words, the assertive attitude of the oncologist toward the patient, by means of loading her with information and involvement in the decision regarding therapy as much as the patient seems comfortable with, lowers distress. The presence or the magnitude of the amelioration of anxiety did not correlate with the information needs or the role achieved by the patient in therapy decision-making. These results contradict the assumption that activity manifested by the patient during the consultation, either by requiring information or overtaking therapy decision, would per se decrease anxiety raised by breast cancer at an early or an advanced stage. 5 At the same time our data confirm the commendations that for the optimal result, an interacting consultation with a permanent monitoring of the needs of the individual patient is required. 10, 11, 27, 28, 31, 32 The attitude of breast cancer patients toward the disease and the treatment may vary in different countries. It is mandatory to apply such practice that optimally meets their real requirements and preferences. This process may help in adjusting to the situation, and contribute to the decrease of psychological distress.
